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THE VALUE OF ANTENATAL PHYSIOTHERAPY FROM 
THE NURSE'S ANGLE. 
By SISTER MARGARET KIRK, 
Labour Ward, Queen Victoria Memorial Hospital, Melbourne 
Antenatal exercises were commenced at 
the Queen Victoria Memorial Hospital 
some fourteen or fifteen years ago. The 
exercises were designed to train the muscles 
not normally used enough, such as the 
abdominal and perineal ones. Thus the 
patient was helped to relax during the 
third stage of labour, but the accent with 
these early exercises was to help the patient 
to regain the pre-pregnancy contours in the 
puerperium By applying in addition the 
teaching of Helen Heardman, the antenatal 
preparation of the patients for labour has 
improved tremendously. Not only do the 
patients get great benefit, but the nursing 
staff is also helped and the nursing of these 
patients has become a very peaceful and 
pleasant occupation. 
At first our efforts certainly provided 
disappointments and failures. About eight 
years ago our physiotherapist tried to 
impress a very stubborn nursing staff 
(including me) with the benefit of relaxa-
tion during labour. As we were not 
enthusiastic our first few patients were 
doomed to failure of the procedure even 
before they came into labour. The initial 
mistake we made was to keep impressing 
on the patient how wonderful she was to 
attempt to go through labour without "twi-
light sleep". This made her apprehensive 
1 R e a d a t the Fifth Session of Congress of the 
Australian Physiotherapy Association on October 
7, 1954 
from the beginning, for she thought she 
was doing something unusual. The next 
mistake we made was to put the patient to 
bed as soon as the contractions began. 
From that time onwards, deep breathing, 
back-rubbing, and constantly repeated 
admonitions reduced the patient to exhaus-
tion and to tears, and she was soon begging 
for a sedative. At long last we saw the 
light and ail of us became enthusiastic 
about the physiotherapist's work being 
carried on in the labour ward. 
Some five or six years ago we realized 
that it was very important for us to be in 
closer personal touch with the patient; 
instead of being introduced just when 
labour began we started to have informal 
talks with a prospective mother during the 
antenatal period. These talks take place 
during the visits for exercises. Different 
nursing sisters from the labour ward speak 
each week; thus the patients have the 
opportunity to meet them all. We tell them 
how to know when they should come into 
hospital and invite them to communicate 
with us by telephone if they are in doubt. 
We describe the routine treatment that is 
carried out after admission to hospital. 
They are assured that they are not left 
alone once labour is established, and they 
are told how a check is kept on the con-
dition of the baby by listening to the foetal 
heart sounds. The sedatives that are given 
and the analgesic use of gas and oxygen 
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are discussed with them. The second stage 
and the pushing down procedure are men-
tioned in great detail. We tell them exactly 
how we label the baby before he leaves his 
mother's bed to prevent confusion and mis-
takes. Then question time comes; and their 
questions are often very amusing and 
interesting. We find that these friendly dis-
cussions help tremendously; we are no 
longer strangers to our patients, and I am 
sure that they develop confidence in us. 
I wish now to describe the labour ward 
routine to you. The patient is received and 
examined completely, receiving an enema 
and other necessary attention. If in early 
labour, she is then allowed to do just as she 
pleases. She may walk about the ward, sit 
in an easy chair, or relax from time to time 
on a bed. We prefer it if the patients will 
wander about but will pause to lean on a 
chair or against a bed during each contrac-
tion. When the contractions are coming 
every five to seven minutes we usually find 
that the patient is glad to go to bed. At 
that stage a careful check is made of the 
foetal heart and maternal pulse rates and 
the progress of descent of the foetal head 
into the pelvis is noted. When we consider 
that the patient is well advanced in labour 
a sedative is given to obviate the distress 
which is commonly experienced towards the 
<end of the first stage. A mixture containing 
potassium bromide and chloral hydrate is 
very useful early in the first stage and, an 
hour or so later, an intramuscular injection 
of pethidine is often given. Pethidine is 
an ideal sedative for patients practising 
relaxation, as it does not put the contrac-
tions off. It may lengthen the interval 
"between contractions, but they continue, and 
the patient sleeps in the intervals. The 
contractions really become painful towards 
the end of the first stage. Then a nurse sits 
by the patient, continuously rubbing her 
back, quietly giving encouragement, and 
explaining the stage reached and the reason 
for any examination that is carried out. 
Gas and oxygen analgesia is proffered and 
is very effective with most of the patients. 
Once the second stage has commenced our 
patients always seem to get quite gay and 
light-hearted and push down with gusto. 
They are greatly encouraged by the nurses, 
especially when the time comes to tell them 
whether it is a blonde or brunette. They 
are never left alone; the nurse in constant 
attendance assists the bearing-down efforts 
either by holding the patient's legs or by 
keeping the mask in position over the nose. 
The second stage does not seem to cause 
distress; in most cases the patient states 
that there is not any pain and that it is a 
relief to push down. For the actual 
delivery no sedative but gas and oxygen 
analgesia is used, and many of the patients 
do not want even that relief. It is explained 
to the patient that it is necessary for her 
to push the baby's head out until we can get 
hold of the chin. When that is achieved she 
is instructed to pant or to breathe in and 
out. In effect the baby's head is breathed 
out by the mother between contractions. 
Then one person present speaks quietly to 
the mother to tell her of the progress made. 
With the next contraction the mother 
pushes again and the shoulders and body 
are delivered. She is then able to see her 
baby still attached by the cord. After the 
cord has been cut and the label has been 
attached to the baby, the mother holds him 
in her arms while the placenta and mem-
branes are expelled. Many of the patients 
like to see the placenta; and the nurse gives 
a little clinical talk about it. Approximately 
half an hour after the delivery, by which 
time the mother has had a cup of tea and 
the bed has been changed, the baby is put 
to the breasts while the mother and baby 
are still in the labour ward. 
My classification of the value of these 
methods is: 
Quieter labour ward. The patient is no 
longer distressed and made apprehensive by 
the moans from a neighbour in the ward. 
If the patients are restfully quiet the 
nursing staff can preserve an air of calm-
ness and confidence. 
Patients are more easily handled They 
are not apprehensive. They trust us and 
feel they are really with friends. 
Sedatives are diminished. A patient who 
has not been to the physiotherapist requires, 
as a rule, quite a lot of sedation to prevent 
her from becoming distressed and from 
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having a distressed baby. When we have to 
give a lot of sedative treatment, using drugs 
such as morphia or heroin, there is a great 
risk of knocking the baby out; it is difficult 
to revive these babies. The bromide and 
chloral mixture followed by pethidine is 
usually sufficient and the baby is not sub-
jected to any risk. 
Duration of labour is shortened. If the 
position of the foetus is an anterior one, the 
labour in primigravida is rarely longer than 
between eight and ten hours. Even if the 
position is a posterior one, labour lasts only 
about twelve hours. We often find that the 
nurses are tricked because the patient is 
lying so quietly; when they hear the 
familiar grunting signalling the second 
stage the nurses are amazed that she has 
advanced so far in labour. 
Forceps delivery for distress is less 
frequent. There is no doubt that distress 
of the mother causes foetal distress; 
maternal or foetal distress necessitates 
immediate delivery with application of 
forceps. The result may be a stillborn 
infant or the birth of one that is extremely 
difficult to revive and that may be a con-
stant worry to a paediatrician for many 
months. By means of the procedure I have 
described to you the patient is relaxed and 
the maternal and foetal heart rates remain 
normal throughout labour. It is very grati-
fying for the patient to deliver her baby 
herself. 
As I have mentioned already, I think 
that midwifery has been made much easier 
for the nursing staff through the help of 
physiotherapists and that we are particu-
larly pleased to welcome the appearance of 
our physiotherapists in the labour ward at 
any time. The patients certainly appreciate 
the visits. We want Mrs. Powers to know 
that we are continuing her good work in 
the proper manner. I have recently worked 
in several of the London hospitals and was 
rather surprised that so little relaxation was 
being taught there. I gathered from 
the physiotherapists that the team work 
between them and the labour ward staff 
was not very satisfactory. I am not exag-
gerating when I say that we find it to be a 
pleasure to work in conjunction with our 
physiotherapists. W e realize how greatly 
they help in the preparation of the patients 
for labour and the puerperium. 
